SUMMARY We report a case of vertebral osteomyelitis in a diabetic woman. This appears to be the first report of such an infection with the coagulase negative staphylococcus, S warneri.
There has been an increased awareness that had been present for two weeks. Stabilisation of her diabetes was difficult because she would not eat consistently. She remained afebrile and had a normal white cell count and erythrocyte sedimentation rate (ESR). Standard radiology, computed tomographic scanning, and bone scan examination of her thoracic spine were all thought to be consistent with a crush fracture of T9 secondary to osteoporosis. She was given analgesics and discharged from hospital. A few days later she was readmitted with increasing back pain and uncontrolled diabetes. She was again afebrile, and physical examination showed tenderness over T9. Investigations on admission showed a haemoglobin concentration of 12-5 g/dl (125 g/l), white cell count of 12-5x 109/l (83% neutrophils), ESR of 22 mm/lst h; electrolytes and liver function tests, including serum alkaline phosphatase concentration, were normal. A further x ray of her thoracic spine showed that in the interval the T9-10 disc had been destroyed and that a paravertebral soft tissue swelling had developed. A gallium scan was consistent with vertebral osteomyelitis. The lesion was aspirated by needle biopsy, and microscopical examination of the material obtained showed a moderate number of leucocytes and a few Gram positive cocci. The specimen was cultured aerobically onto blood agar and cystine-lactose-electrolyte deficient plates and anaerobically onto blood agar and blood agar containing gentamicin and palladium chloride plates. An enrichment medium using Robertson's cooked meat broth was also used. A pure growth of a coagulase negative staphylococcus species, identified subsequently as S warneri according to the scheme of Kloos and Schleifer,' was obtained. Six sets of aerobic and anaerobic blood cultures were taken; all were sterile. The organism was sensitive to penicillin, cloxacillin, and gentamicin. She was treated initially with cloxacillin, but after the organism was identified and its antibiotic sensitivities ascertained benzylpenicillin 600 mg was administered intravenously at six hourly intervals. This regimen was continued for 10 days then replaced by the oral administration of phenoxymethylpenicillin 1 g four times a day. Antibiotic administration was continued for three months. The mildly raised white cell count returned rapidly to normal, and the ESR continued within normal limits, but the serum alkaline phosphatase level rose to a peak of 664 U/l one month after admission. A repeat gallium scan six weeks after initiation of therapy indicated reduced gallium uptake. x Ray of her thoracic spine after a further 10 weeks showed kyphosis and fusion of the two affected vertebrae. Her pain settled, and she remained afebrile throughout the course of the illness.
Discussion
The diagnosis of osteomyelitis is a well recognised trap for the unwary and was made doubly difficult in this patient by the lack of fever, a normal ESR, and a largely normal white cell count. The most unusual feature in this instance, however, was its causation by S warneri. The Gram positive cocci seen on microscopy of pus are consistent with this bacterium, the organism was grown in pure culture from both direct and enrichment media, and extensive investigations failed to show any other organisms. S warneri is one of 16 species described by We thank Dr R L Prince under whose care this patient was first admitted for permission to publish this report.
